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READER SURVEY 3
Our Profession,
Our Responsibilities
Our duties place us in situations fraught
with ethical dilemmas
BY SUSAN NORTHRUP, M.D.
OLD AVIATORS AND OLD TTjusr RETURNED from a trip to Washington,
AIRPLANES 4 I D.C., with my children and husband. We
.M.visited the standard tourist destinations for a
NEW MEMBERS 5 family of aviation enthusiasts - the National Air
SUSTAINING, CORPORATE, alld SPaC£ Museum> the Udvar Haz7 annex' and
the new National Marine Corps Museum. We con-LIFE MEMBERS 6 , ..
eluded our trip with visits to Arlington Cemetery
I MADE IT! 10 and the National Archives.
The experience started me thinking about the
DR. VEREEN RECEIVES profession of aviation medicine and our obliga-
DAVIS AWARD 11 tions: Are they to the aviator at all cost? Are they
GOT SlTUATlONAl t0 av^at'on saf£ty? What about our obligations
as Aviation Medical Examiners (AMEs)? To the
AWARENESS? 12 , . , . c - c i >
profession or medicine? How safe is sate enough?
UNPUBLISHED EVENTS Can we "look the other way" when aviators will-
D U R I N G MY FIRST 50 fully violate 14 CFR61.53 (Prohibition on Opera-
YEARS I N AEROSPACE tjons During a Medical Deficiency)? Or when our
I |CINE \ peers ignore the requirements of Federal Aviation
EDITOR'S REPORT 15 Administration (FAA) Order 8520.2F, Aviation
Medical Examiner System?
ON THE HORIZON 16 Continued on page 2
Diabetes: How To Control It and
Continue Flying
This is part of a series of articles describing
in greater detail the 15 medical conditions
that are automatically disqualifying,
according to the FAA.
BY THE NATIONAL PILOT ASSOCIATION
DIABETES MELLITUS TYPE 1 and type 2have become much more prevalentwithin the last decade. The best esti-
mates indicate that approximately 18 million
Americans have this disease, as not everyone
"with it has been diagnosed.
As stated above, many people are not aware
that they have diabetes. More often than not
it is diagnosed through a regular blood test
as part of a routine exam that shows elevated
glucose (sugar) levels in the blood. Diabetes
type 2 is caused by the failure of the pancreas
to-produce insulin and the resistanceof body
cells to use insulin effectively (insulin resis-
tance.) Insulin allows the body break down
glucose for energy. Without insulin, blood
glucose levels rise to dangerous levels and can
result in coma or death.
Continued on page 13
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President's Column From
Our duties place us in
situations fraught with ethi-
cal dilemmas. Throughout
my career, I have had pi-
lots—granted, a minority of
them—try to hide medical
conditions or medications.
I have even had aircrew Susan Northrup
members ask to ''keep something
just between us." Or my favorite,
which usually occurs at the club or
in the pilot lounge, "Doc, I've got
this friend..." Of course, sometimes
it really is a friend.
I have had good success convincing
the individual to admit the issue by
pointing out the negative outcomes
of a failure to disclose, or by ignoring
medical advice to get treatment that
might be grounding.
Falsification of a federal document
may be the least of their worries
should a mishap occur. Insurance
companies may not pay out if the
medical is invalid. Even more con-
cerning is when, in the middle of
a physical exam., pilots turn to me
and say, "Dr. X never listened to
my heart." I've had some continue,
"In fact, I got my last physical at
the local Denny's." Reporting a peer
for violating the requirements of the
designation is not easy.
Dr. H. Graeme Anderson wrote in
the preface of his seminal textbook,
The Medical and Surgical Aspects of
Aviation, in November 1918, "My
tribute to our flying men is that noth-
ing is too good for them, and that it
is up to us as a profession to strive in
every way we can to save them from
disaster, and should disaster overtake
them to find the means to restore
them to health again."
While I may quibble with the
"nothing is too good for them" part,
it does hold true nearly ninety years
later. Saving them from disaster may
require that we ground the airman,
contrary to their desires. It
also implies that we as aero-
space medicine professionals
must maintain our scientific
knowledge and proficiency
so that we can recognize
impending disasters and
mitigate existing ones.
Being a professional car-
ries certain obligations. Most defini-
tions of a profession include the fol-
lowing: A profession is an occupation,
vocation, or career where specialized
We have the same obligation to
the individual pilots we see, and
as a profession, to the pilots our
peers evaluate.
knowledge of a subject, field, or sci-
ence is applied. It is usually applied
to occupations that involve prolonged
academic t r a in ing and a formal
qualification. Put another way, pro-
fessional activity involves systematic
knowledge and proficiency.
Professional bodies that may set
examinations of competence, act as a
licensing authority for practitioners,
and enforce adherence to an ethi-
cal code of practice usually regulate
professions. There should be self-
regulation as well, meaning we police
our own.
Clearly, AMEs are professionals.
The FAA, via Order 8520.2F, serves
as the regulator. The Order stipulates
minimum credentials, behavior stan-
dards, training requirements, exam
performance criteria, and now, the
minimum number of exams per year
to maintain proficiency (10).
It also allows for intermittent in-
spections of AME offices, something
the FAA has recently been mandated
to do. If you haven't read the updated
8520.2F, it can be found on the FAA
Being an AME, and for that
matter a pilot, is a privilege, not
a right.
Web site at www.faa.gov.
Being an AME, and for that mat-
ter a pilot, is a privilege, not a right.
We are safety professionals who must
balance our patient's desires with the
public good. We have to do things
correctly all the time. We have an
obligation to the public to ensure
pilots are capable of performing the
essential tasks without the risk of sud-
den or subtle incapacitation.
As AMEs and flight surgeons, we
have much to be proud of.
We have the same obligation to
the individual pilots we see, and as
a profession, to the pilots our peers
evaluate. These responsibilities may
not make us popular, but they are
necessary. As the leader in civil avia-
tion medicine, CAMA is interested
in maintaining the highest standards
among AMEs via educat ion and
representation. We have established
an ethics statement, which will be
printed in a later edition.
Reviewing the progress in aero-
space over the last 100 years and visit-
ing the graves of valiant aviators who
gave their all reminded me how well
we have done overall as a profession
advocating for flight safety. As AMEs
and flight surgeons, we have much to
be proud of. I am impressed by the
willingness of CAMA members to do
the right thing, as opposed to the easy
thing. I am honored to be part of this
organization, and thank you for your
contributions to aviation safety and
our profession.
pp
FLIGHT PHYSICIAN April 2008
FL/GHTPHYSICIAN
A Publication of the
Civil Aviation Medical
Association (CAMA)
President
Susan Northrup, M.D.
President-Elect
James N. Heins, M.D.
Secretary-Treasurer
Gordon L. Ritter, D.O.
Executive Vice-President
James L. Harris, M.Ed.
F//g/7fPhysician Editor
James N. Heins, M.D.
Associate Editors
Mark C. Eidson, M.D.
PetraA. Illig, M.D.
Stephen Leonard, M.D.
Alex M. Wolbrink, M.D.
Ingrid Zimmer-Galler, M.D.
CAMA Photo Historian
M. Young Stokes III, M.D.
Historian, By-Laws/Constitution
A. Duane Catterson, M.D.
The editors of F//gMPhysi-
cian welcome submission of
articles, letters to the editor,
news bits, interesting aero-
medical cases, and photos for
publication. Please mail text in
typewritten form or on floppy
disk (MS Word preferred) to:
James N. Heins, M.D.
JamesH7904@aol.com
James L. Harris, M.Ed.
CAMA Headquarters
P.O. Box 23864
Oklahoma City, OK 73123
(405)840-0199
Fax:(405)848-1053
E-mail: JimLHarris@aol.com
READER SURVEY
1. How long have you keen a CAMA member-:
1. Have you ever attended a meeting? ( ) Yes ( ) No If not, why not:
3. Ifyou have attended, are there topics would you like to see added:
4. Arc you Aware you can get AME Seminar credit for meetings held in the U.S.
( ) Yes ( ) No'
5. Do you routinely read the Flight Physician? ( ) Yes ( ) No
5a. If not, what content would attract you to do so?
5b. If yes, what topics would you like to see added?
6. Our website is at: www.civilfivfned.com. Ifyou use it, what did you like
and/or dislike about it? Ifyou do not use it, why not?
1. Do you think CAMA should be proactive in aeromedical legislation and/or
policy issues? ( ) Yes ( ) No If so, what topics should be addressed?
8. How can we serve you better?
9. Ifyou would like to be contacted regarding this survey, please provide contact infor-
mation below (email address or mailing address).
Please send your completed questionnaire to:
CAivlA, James L. Harris, M.Ed.
P.O. Box 23864
Oklahoma City, OK 73123
FLIGHT PHYSICIAN April 2008
oId Aviators andId Airplanes
THIS IS A GOOD li t t lestory about a vividmemory of a P-51
and its pilot, as told by a fel-
low who was 12 years old in
Canada in 1967. You may
know a few others who could
and would appreciate it, as
well.
It was noon on a Sunday,
as I recall, the day a Mustang
P-5 I was to take to the air. They said
it had flown in during the night from
some U.S. airport; the pilot had been
tired and wanted to lay-over for the
night. I marveled at the size of the
plane, now dwarfing the Pipers and
Canucks tied down by her. It was
much larger than in the movies, and
she glistened in the sun like a bulwark
of security from days gone by.
The pilot arrived by cab, paid the
driver, and then stepped into the
flight lounge. He was an older man;
his wavy hair was gray and tossed.
Looked l ike it might have been
combed, say...around the turn of the
century.
His flight jacket was checked,
creased, and worn — it smelled old
and genuine. Old Glory was promi-
nently sewn to its shoulders. He pro-
jected a quiet air of calm proficiency
and pride devoid of arrogance. He
filed a quick flight plan to Montreal
(Expo-67, Air Show) then walked
across the tarmac to the waiting old
warbird.
After taking several minutes to
perform his walk-around check, the
pilot returned to the flight lounge to
ask if anyone would be available to
stand by with fire extinguishers while
he ''flashed the old bird up."....Just
to be safe.
Though only 12 at the time, I
was allowed to stand by with an
extinguisher af ter brief instruction
on its use. "If you see a fire, point,
then pull this lever!" (I later became a
firefighter, but that's another story).
T h e air around the 12 exhaust
manifolds shimmered l ike a mir-
ror from the fuel fumes as the huge
propeller started to rotate. One
manifold , then another, and yet
another, coughed ...then barked in
their awakenings. I stepped back with
the others, and in moments the huge
V-12 Packard-built Merlin 14-hun-
dred horsepower engine came to life
with a thunderous roar, blue flames
knifed from her exhaust manifolds,
the concussion of the exhausts shak-
ing the air.
Stunned, I looked at the others'
faces, but there was seemingly no
concern, so I lowered the bell of my
extinguisher. One of the other guys
signaled to walk back to the lounge.
We did.
Several minutes later, we could
hear the pilot doing his pre-flight run-
up. He had taxied down to the end of
runway 19, out of our sight. All went
quiet for several seconds; we raced
from the lounge to the second story
deck to see if we could catch a glimpse
of the P-51 as she started down the
runway. We could not. But there we
stood, eyes fixed to a spot half way
down 19, waiting to catch that final
glimpse of a veteran of the skies.
Then a roar ripped across
the field, much louder than
before, like a fur ious hell-
spawn set loose!! ....Some-
thing mighty this way was
coming!!
"My God!! Listen to that
thing!" said the controller.
And in seconds, the Mustang
burst into our line of sight.
Its tail was already off, and it
was moving faster than anything I'd
ever seen by that point on Runway
19. Two-thirds the way down 19, the
Mustang was airborne with her gear
going up. The prop tips were now
supersonic and we clasped our ears
as the Mustang climbed hellishly fast
into the circuit ....only to be eaten up
by the dog-day haze.
We stood for a few moments in
stunned silence, still trying to digest
what we'd just seen. Then the radio
controller rushed by me to the radio.
"Kingston tower calling Mustang?"
He looked back to us as he waited for
an acknowledgment.
The radio crackled, "Go ahead
Kingston."
''Roger Mustang. Kingston tower
would like to advise the circuit is clear
for a low-level pass."
I stood in shock because the con-
troller had, more or less, just asked
the pilot to return for an impromptu
''air show!"
The cont ro l le r looked at us.
"What?" He asked. "....I can't let
that guy go without at least asking! I
could never forgive myself!"
I he radio crackled once again,
"Kingston, do I have permission for
a low level pass, east to west, across
the field ?"
''Roger Mustang, the circuit is
clear for an east to west pass."
Continued—>•
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''Roger, Kingston, I'm coming out
of 3,000 feet...stand by."
We rushed back onto the second-
story deck again, our eyes fixed to-
ward the eastern haze. The sound was
subtle at first, a high-pitched whine,
a muffled screech, a distant scream in
the morning air.
Moments later, the P-51 burst
through the haze. Her airframe
stra in ing against positive G's and
gravity, wing tips spilling contrails
of condensed air, prop-tips again
supersonic as the burnished bird
blasted across the eastern margin of
the field, shredding and tearing the
still air with a banshee scream of her
twelve cylinders.
At about 400-plus MPH and
150 yards from where we stood, she
passed with the old American pilot
saluting us!! Imagine.... a salute! I felt
like laughing, I felt like crying, she
glistened, she screamed, the building
shook, my heart pounded.
Then the old pilot pulled her up
....and rolled, and rolled ...and rolled
out of sight into the broken clouds...
and indelibly into my memory.
I've never wanted to be an Ameri-
can more than on that day. It was a
time when many nations in the world
looked to America as their "big broth-
er"; a steady and even-handed beacon
of security, who navigated diff icul t
political waters with grace and style;
not unlike the pilot who'd just flown
forever into my memory. He was
proud, not arrogant...humble, not a
braggart, old and honest, projecting
an aura of America at its very best.
That America WILL return one
day, I know it will. Until that time,
I'll just send off this story; calling it a
reciprocal salute...to the old American
pilot who wove a memory for a young
Canadian that has lasted a lifetime.
—Submitted by Ham' Gibbons, M.D.
FP
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Phone:603-488-1633
Occ/EM Medicine-
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CAMA, the Civil Aviation Medical Association, Welcomes Our New
Members to the Growing Body of Aviation Medical Advocates!
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health and safety that have become a daily expectation by airl ine passengers worldwide. Support from private
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Thank you for supporting the Civil Aviation Medical Association
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AHA Algorithm Book (1)
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Monitoring Equipment
Blood Pressure Cuff (1)
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I Made It!
BY JOHNNY MILLER
IMADE IT to centenarian onDecember 15, 2005, IN FINESHAPE,
My father made it to almost 99,
my grandfather to 93, (after an
injury), but before that 1 just don't
know.
I'm not in a wheelchair or even
a candidate for one, but in perfect
health and hilly operational. I have
no aches or pains, no arthritis, my
joints are fully operable, and my
heart passes all tests, with stress
test included.
My weight and blood pressure are
the same as when I was 18 on my first
solo in 1923. That was in a WW-1,
JN-4 "Jenny," and I'll bet I'm the
only early pilot still living who made
a first solo in that type.
I have some deficiency in hearing
and eyesight, but am still flying my
Bonanza. The hearing loss was due to
years of flying in the old open-cockpit
airplanes, both civilian and military,
and rifle, pistol, and machine gun
practice (USMCR), before hearing
protection was available. I now use
a hearing protection headset even
when mowing my lawn with a power
This letter to the Editor of the Eastern
Airlines Retired Pilots Association
and the REPArtee Magazine should
be of interest to our members. We all
remember the outstanding presenta-
tion by Captain Miller at the Honors
Night Dinner in Seattle, WA, October
2003. At that time, Captain Miller
ivas approaching his 98'1' birthday.
He is now 102 years old, This letter
is reproduced with the permission of
REPArtee Magazine.
—David P. Millett, M.D., MPH
mower. I have a SODA, or Statement
of Demonstrated Ability, for my par-
tial deficiency of hearing.
How did I get this way? Well, I
have never had a drop of alcohol, or
even a drop of coffee, and never puff
of tobacco smoke. My mother was a
trained nurse before I was born, and
she told me that she had noticed that
fat people, drinkers, and smokers
died early, and even athletes did so.
So, I decided that I would avoid all
of the above. We all now know why
smokers die early, but how come
athletes? Maybe they just wear them-
selves down. As for overweight, when
I lie down on my back, my belly looks
like a saddle. About 95% of men are
overweight and their bellies protrude
out forward of their belt buckles.
Overweight shortens life. You never
see an old fat person. So, get rid of
that fat!
There is only one positive and
quick way to absorb and get rid of
excess fat, and that is to be hungry for
a few hours per day, and then avoid
extra eating. One time my weight got
too high, and I took off 50 pounds
in 60 days. Willpower!
During most of my life my height
was 6 ft. 2!/2 inches. However, i t is
now down to 5ft. 11 inches. All that
loss of height has taken place in my
spine. Yet, no spine trouble. Yes, I
am bent over forward, due to not
only 35,000 hours (four solid years)
bent over the controls of aircraft,
but to that much more time driving
cars and again stil much more just
sitting, reading, and studying, plus
thousands of hours making hunting
rifles and other machine shop work.
I've been very busy and I'm confident
that keeping busy prolongs life.
All right, now about my diet? It is
radically different from that of most
people. In the first place, I avoided
fats, all my life. That includes butter,
which I never touch. (It is good for
lubricating wagon wheels!) The only
trouble with complete elimination of
fats is that my gall bladder was rarely
called upon to squeeze its contents of
bile into the intestine for fat diges-
tion. Therefore, the stagnant bile
crystallized into gallstones, and I had
to have the bladder removed. On the
other hand, there is an advantage to
that. Without the large supply of bile,
it is not available to properly digest
fat, when it is eaten. So, I'm happy.
My cholesterol level has always
been low, and therefore my arter-
ies are not clogged and my blood
pressure is normal. I have read that
women have about three times as
many gall bladder excisions as men.
They avoid fats more than men do,
and live longer.
I do eat plenty of green, orange,
and red vegetables, plus meat and
fish. For breakfast I eat an orange
every morning. Not orange juice, but
the pulp insides of the orange, dug
Continued—>
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out with a spoon into a blender. The
pulp of the orange has probably 5 or
10 times the vitamins as the juice.
So the orange growers sell the
juice at fancy prices and use the rest
of the orange for cattle feed, and
the cows get a far better diet than
the people. The growers make more
money.
I cover it [the orange] with dry
milk powder, add a ripe banana (well
freckled skin); one or two big green
leaves of romaine lettuce, and then
fill the blender half full of 100%
grape juice. I blend and drink it
slowly and swallow a one-a-day vi-
tamin tablet. Then I eat two or three
pieces of Herring Snacks (Nathan's)
for their low-fat protein.
I do not eat eggs or bacon, es-
pecially the latter. I would not feed
bacon to a pig. Eggs are OK, with
protein whites and their high calorie
yolks, rich in vitamins, if you con-
sume enough energy in your work,
and you can eat them without gain-
ing weight.
1 keep myself as slim as when
I was 18, at the same weight and
blood pressure. If you owned a
prize-winning dog, you would not
overfeed it.
I eat a very light lunch, usually a
thin slice of Rubschlager All Grain
Bread with some natural peanut
butter and some orange marmalade,
and a fig or date. Then a drink of
the good 100% grape juice, with
some dry milk powder mixed in it.
As a result of frequently eating milk
powder, I have very strong bones,
according to a test by my M.D., who
said that they are like granite.
For dinner, broccoli flowers, green
peas or beans, spinach, and meat, all
cooked together in one pot in the
microwave, and sometimes sweet
potatoes or yams. No fancy stuff.
Sometimes I eat a few nuts.
I avoid high-calorie carbohydrates
bread, white potatoes, etc., most of
the time. Sweet potatoes and yams
have more vitamins. Not performing
strenuous work, I don't need a high-
calorie diet.
For the last 20 years, I have never
used the cook stove. It kills the vi-
tamins in the food, due to the high
temperatures used to force the heat
into the food. I cook exclusively in a
microwave oven, which created the
heat within the food itself.
Realize the fact that in order to lose
fat, you must be hungry a few hours
per day, without making up for it by
eating extra food later. When you are
hungry is the only time your body
absorbs fat. That is nature's way So
be hungry and slimmer!
Remember, you do not see old
overweight people! I love my healthy
living. When slim, you do not get
tired and have more energy.
When 1 sit in a friend's Oshkosh
display, watching the people walk
by, I record the number of men and
stomachs protruding out above their
belt buckles, over 95% of them! Extra
weight shortens their lives. Only half
as many women.
I'm afraid that all of my old friends
on EAL [Eastern Air Lines] are long
gone, but if any are still living, perhaps
some who were my co-pilots, I'd love
to hear from them.
FP
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Dr. Vereen (R) and presenter
Dr. Bryman
Dr. Vereen Receives
Audie and Bernice
Davis Award
H STACY VEREEN, M.D., was• honored at the CAMA an-
nual scientific meeting in San Diego
with the Audie and Bernice Davis
Award, sponsored by Harvey Watt
Inc. This award is given each year to a
physician who, through his care of the
airmen he examines, goes the extra
mile to assure that the airman meets
or exceeds the medical standards for
a class-one certificate.
Dr. Vereen has a very busy practice
in Atlanta, Georgia, providing care
for several hundred airline pilots each
year. He is also a designated employee
examiner. Through careful examina-
tions, he has been able to find and
correct medical situations before they
cause problems.
Dr. Vereen is Board-Certified
in Aerospace Medicine and is a
past-president of the Civil Aviation
Medical Association. He holds an
Air Transport Pilot rating and flies
corporate jets . He is a fellow of
CAMA and a member of the Inter-
national Academy of Aviation and
Space Medicine.
CAMA thanks Dr. Vereen for a job
well done and an award and recogni-
tion he deserves. FP
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Got Situational Awareness?
Safe outcomes stem from mind and body fitness, good planning, and
managing risk
BY DAVID BRYMAN, D.O.
Senior International Aviation Medical Examiner
FAA, JAATransport Canada, Australia CASA
are a lor of medically related condi-
tions that affect one's awareness.
Some of these items include:
ue
'insomnia
IRECENTLY REALIZED that ridinga motorcycle has increased mysituational awareness in both
driving a car and flying my airplane.
I am aware of the road conditions,
my spacing behind and around other
vehicles, speed, braking distances, and
weather conditions. I treat intersec-
tions with a critical eye towards detail,
acutely sensitive to vehicle move-
ment, traffic signals, and particularly
red light runners.
Situational awareness is not only
critical to motorcyclists, but life-
saving to pilots as well.
It includes orientation, aware-
ness of what's going on with other
aircraft, weather conditions, ATC,
crew and cockpit communication,
aircraft condition and configuration
during takeoff, cruise, approach, and
landing.
Stated simply, situational aware-
ness is "the art of knowing what's
going on around you." Sounds simple
enough? Then, why do perfectly good
airplanes crash into mountains during
a VFR flight in visual meteorological
conditions? Why are there runway in-
cursions, landings at wrong airports,
near-misses, and midair collisions,
as well as many other accidents and
incidents?
Why is the AME writing about
situational awareness? Because, there
CLUES THAT A PILOT HAS LOST
SITUATIONAL AWARENESS
• failure to stay ahead of
the aircraft
• increased number
of repeated ATC
communications
• ambiguity
• not meeting expected
checkpoint times or other
expected events
• fixation and channelized
thinking
• confusion and uncertainty
• violation of minimums
• taking shortcuts from
standard operating
procedures
• operating aircraft outside
of its published limitations
• no one looking out the
windows and the pilot
unsure of the condition of
aircraft
Disclaimer: 7 he opinions expressed
in this article are my opinions, based on
my experience as tin Aviation Medical
Examiner. The information presented is
intended to be informative and educa-
tional and is not intended to represent
opinions by the FAA, JAA, Transport
Canada, or the Australian CASA.
•jet lag (circadian rhythm
disturbance)
•hangover
• hypoxia
•color deficiency
•cold or flu symptoms and the
aging pilot.
Pilots, just like airplanes, must
be airworthy to function properly.
Simple things such as forgetting one's
reading glasses can make it unsafe
when trying to read a chart or follow
an approach plate. Some problems we
have as humans are due to our own
"software program." We are really de-
signed to work on the ground, during
daylight hours, and under 1 G-force
of gravity. We are not really meant to
fly (did I really say that?).
Humans are i n h e r e n t l y poor
monitors, break concentration easily,
become bored quickly, can only inter-
pret and think of one thing at a time,
and have difficulty handling complex
tasks under a time restraint. All these
factors make us more vulnerable to
loosing our situational awareness.
A few things that pilots can do to
improve their situational awareness
are to get enough rest, eat a healthy
diet, exercise regularly, limit alcohol
and drugs, and know their personal
limitations. Safe outcomes are a
product of mind and body fitness,
good planning, and practicing risk
assessment/management.
fP
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DIABt 1 £-S from page 1
Some of the symptoms may in-
clude an increased thirst, fatigue,
lasting infections or wounds that
are slow in healing, frequent urina-
tion, and unexplained weight loss.
Type 1 diabetes is also referred
to as immune-mediated diabetes.
This type of diabetes usually
occurs at younger age and requires
insulin injections. The cause of
typel diabetes is autoimmune de-
struction of the insulin-producing
pancreatic islets.
At present, type I /diabetes is per-
ma ne fitly gro u ndingfo r com mercial
pilots as the FAA will grant only a
3"' class medical certificate for pilots
who are insulin-dependent and
qualify under special issuance.
Type 2 diabetes, sometimes
referred to as non-insulin depen-
dent diabetes, can frequently be
controlled by diet and exercise
combined with oral medica-
tions. Occasionally, insulin will
be utilized for enhanced control
in certain situations. The major-
ity of the time, type 2 diabetes is
diagnosed after adulthood. You
are in a higher risk for this type
of diabetes if you are overweight
or physically inactive. If you are a
woman who had gestational dia-
betes during pregnancy, you stand
an increased risk of developing
type 2 diabetes.
At present, a commercial pilot
can return to flying with a diag-
nosis of type 2 diabetes if otherwise
qualified.
Gestational diabetes actually
develops during pregnancy, usual-
ly between the 24th and 28th week
and usually disappears after birth.
Approximately 4% of women de-
velop gestational diabetes during
pregnancy. The symptoms and
solutions are the same as types 1
and 2 diabetes. Treatment is gen-
erally proper diet, exercise, and
medication as necessary.
Both types of diabetes require
regular monitoring once diag-
nosed. This is to prevent or slow
the complications of the disease.
More than 75% of those diag-
nosed with lype II diabetes are
overweight. Occasionally, if the
diabetes is mild, diet and exercise
alone may be enough for control,
and most physicians will attempt
this prior to starting any medica-
tions. Exercise alone is sometimes
capable of effectively lowering the
glucose level for up to half a day.
Remember that any diet or exer-
cise program should be approved
and monitored by your physician
before starting.
If diet and exercise alone does
not control your diabetes, your
physician will most likely attempt
using an oral medication. There
are several types of oral medica-
tions, so we will take a quick look
at each type.
Metaformin inhibits the liver's
release of glucose into the blood
stream. This medication may also
have a positive effect on triglycer-
ides and cholesterol.
Sulfonylureas are commonly
prescribed medications. These
work by increasing the release of
insulin from the pancreas and are
more effective in recently diag-
nosed, obese, or older patients.
Acarbose delays the intestines'
conversion of complex sugars to
simple sugars so that rather than
a quick rise in glucose levels after
a meal, there is a gradual rise in
the glucose levels.
Repagliiiadelowers glucose
levels by increasing insulin release
from the pancreas.
Rosiglitazone helps control
glucose levels by helping the body
respond better to insulin produced
by the pancreas.
Pioglitazone helps the body-
respond better to insulin, and it
reduces the amount of sugar pro-
duced by the liver.
Exenatide is an injectable
medication that helps control
blood sugar levels. This medica-
tion helps the pancreas produce
insulin more efficiently.
Jaiiuvia lowers blood glucose
by extending the duration of ac-
tion of exenatide.
Pilots that have been diagnosed
with diabetes and whose glucose
levels are well controlled while on
oral medications may be granted
a Special Issuance for all classes of
medical certificates once they have
demonstrated good control in the
absence of any related diabetic
complication.
Control is generally demon-
strated by hemoglobin A1C lev-
els. The results of any tests must
be reviewed by the FAA prior to
granting a Special Issuance.
Remember, there are some
individual medications for dia-
betes control, as -well as certain
combinations of medications
(if you have other medical con-
ditions) that the FAA does not
permit to be taken while on
flight duty.
The FAA does not issue a list
of approved medications. There-
fore, you would need to check
with your Aviation Medical Ex-
aminer to see if the FAA permits
the medication that your treating
physician wants you to use.
FP
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Unpublished Events During My First 50 Years
in Aerospace Medicine
BY J. ROBERT DILLE, M.D.
MY CAREER IN aerospacemedicine began in 1957at a remote Strategic Air
Command base, Loring A.FB, Maine.
Loring AFB had three squadrons of
the latest bombers (B-52 Stratofor-
tress) and one of KC-135 tankers for
air-to-air refueling. I was assigned
to one squadron ot each. Tests were
underway of: an airborne alert concept
with armed B-52s launched on 20 to
22.5-hour missions every six hours
24/7, despite heavy snow and cold
with temperatures to -32 degrees
F. The Hospital Commander, Col.
Vance H. Marchbanks, Jr., formerly
with the famed Tuskegee Airmen,
was studying stress (using urinary
17-OH-CS determination), fatigue,
and nutrition. Elevations of urinary
steroids were found, primarily in the
aircraft commanders. The only other
pilot on each flight was the co-pilot.
Flight surgeons briefed and de-
briefed the crews for each flight and
flew on at least two missions. Pilots
were given a trial of dextroampher-
amine on non-flying days and, if
there were no adverse effects, issued
tablets to use before in-flight refuel-
ing and landings, if felt needed for
fatigue. Crew rest was later moved to
a flight line facility with less noise and
distractions to improve preflight crew
rest. Wright-Patterson AFB personnel
supplied frozen dinners and B-4 ov-
ens for in-flight meals. Whiskey was
available after the flights but was not
often requested.
There were other stresses for the
crews, the other Air Force personnel,
and their families. Base evacuation
exercises were conducted for the
families. Separations occurred when
aircraft and crews were moved to Lab-
rador and Puerto Rico during runway
construction projects. During a crisis
in the Middle East, crews were dis-
patched during the main social event
of the year, a dinner-dance with the
Glenn Miller Orchestra, and spouses
were not informed of their location
for weeks.
An officer was shot in the back
through the cab of his truck when he
failed to notice and stop at a security
checkpoint on base. Shortly after
we saw him on our weekly hospital
ground rounds, one of the obstetri-
cians was called in at 4 a.m. because a
woman was in labor. Heading for the
hospital in scrubs with no identifica-
tion, he was stopped at a checkpoint.
With all this stress he could not
remember his name, rank, or serial
number when he was spread eagle on
the hood of his car.
Even the guard dogs had problems,
notably from encounter with porcu-
pines and skunks. Being a remote
base with a lot of stress, suicides
were expected. However, only two
occurred in 26 months; both were
hospital personnel.
Aircraft accidents were another
stressor. Because of multiple accidents
one Christmastime, my leave was can-
celled, and we started a 2 Viz-day drive
back to Loring AF£} from Pittsburgh
in snosv.
The hospital was on alert whenever
President Eisenhower was enroute to
or from a meeting in Europe.
KC-13 5 boom operators who wore
corrective lenses had problems with
spectacles that had bayonet temples
(to fit under their helmets). When the
boom operator was in his prone work-
ing position, the glasses would slide
forward. USAF SAM provided scleral
contact lenses in a test program.
My major in-flight concern on the
B-52s was the size of the opening the
flight surgeon was to use if he needed
to bail out over the Arctic. I found
out two years later that my Artie
survival pack did not fit through the
openings used for egress, the opening
a navigator ejected from. Other per-
sonal concerns were for an untested
crew emergency bailout system for
the KG-1.3 5s (that I considered vol-
unteering to test) and the benefits vs.
hazards of shoulder harness use in
their side-facing troop seats.
In 1958, Pan Am attempted to
recruit KC-135 pilots for their new
707s, a very similar aircraft. Few, if
any, left. They considered their Cold
War mission very important.
The air traffic controllers and
weather personnel wrote backwards
on the other side of a transparent wall
during briefings. This was not a skill
that FAA sought!
Because Loring AFB was losing
its optometrist, I was asked to spend
lunch hours during the Primary
Course learning how to perform re-
fractions. Thus, I became the "eye
doctor" for one year, which was "no
sweat" except for two cases of pen-
etrating eye injuries with possible air
in the vitreous. Our designated oph-
thalmologist was in Boston, nearly
a day's drive away. No source of in-
formation, or guidance for prompt
transfer was found, even from the
Navy ophthalmologist, so I arranged,
flights in one pressurized aircraft and
one flying as low as possible. Both
patients did well.
Two years later, I was able to
study this problem using rabbits in
an altitude chamber at USAF SAM,
Brooks AFB, Texas. The results were
presented and published.
I found these and many other ac-
tivities exciting and challenging. I had
written to Drs. Ashe and Carter at
Ohio State University about residency
training in aviation, medicine and was
tentatively accepted for I960 after
taking a year of internal medicine
residency at Columbus VA Hospital.
However, Col. Marchbanks recom-
mended me for a Guggenheim Fel-
lowship with Dr. Ross McFarland at
the Harvard School of Public: health
(HSPH). I accepted that.
Continued —>•
FLIGHT PHYSICIAN
Editor's Report
Can regulatory agencies be
overzealous?
BY JAMES N. HEINS, M.D.
IN KEEPING WITH OUt motto (youcan look it up it you don't haveit on the tip of your tongue),
I feel that some comment needs to
be made concerning questions of
passenger safety in airplanes.
Ib do so, I am looking at two
industries that recently have gar-
j O
nered much media attention. One
is immensely profitable and has
enriched individuals who acted
irresponsibly in performing their
business obligations. The other is
highly unprofitable but is generally
regarded as the safest in the world.
Of course, I am referring to the
mortgage lending business and the
American airline industry.
There were 600,000 home fore-
closures in 2007 and hundreds,
possibly thousands more this year.
Estimating that most of these were
average families of lour, perhaps 2
million people were adversely af-
fected. Yet, where were the agencies
monitoring mortgage practices or
the media, for that matter?
This spring, some 300,000 trav-
elers were inconvenienced when
American Airlines canceled 3300
flights to reinspect their MD 80
fleet for "the spacing of ties on the
wiring bundles and the direction of
the retention clips and lacing cords."
(I assume that that they pointed
aft rather than forward, but I don't
know.)
There were no wheel well fires
before or none after (I hope) this
regulatory and media overkill .
One newscast on St. Louis televi-
sion reported the grounding was
for "faulty" wiring, which was of
course, not true. Southwest, Delta,
and other airlines have laced similar
problems. The rebookings, travel
vouchers, meals, and hotel accom-
modations provided to the stranded
passengers imposed an unexpected
cost burden on an industry already
struggling to stay aloft while paying
unprecedented prices for fuel.
Can regulation hurt the indus-
try? It certainly can. ATA, Sunshine,
and Aloha Airlines have ceased op-
eration, and Frontier Airlines has
declared bankruptcy even before
the new "safer" inspections. Can
regulatory agencies be overzealous?
Possibly, when rules are enforced
more rigorously than necessary.
Fortunately for us working in pi-
lot medical certification, the people
making decisions with and for us
are physicians who understand
that there is risk in all activity and
that we should work to minimize it
rationally. The airlines and the FAA
are not the enemy. What affects
them will effect general aviation
also. Remember, you are safer fly-
ing to Disneyland with your family
on a scheduled airline than you are
driving to the airport.
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HSPH had Dr. McFarland, who
had written the books on human
factors in air transportation. Phil l ip
Drinker, who invented the "iron lung"
(Drinker respirator), had ahyperbaric
chamber in his laboratory that was
later used to treat President Kennedy's
son with hyaline membrane disease.
Dr. Thomas Weller, who won the
Nobel Prize in physiology and medi-
cine in 1954, was actually lecturing
and working in the tropical medicine
laboratory with us. It was a fantastic
environment for learning.
A resident in internal medicine
covered for the AME at Boston Logan
Airport and told us that airline pilots
objected when he asked them to re-
move their shirts, since the previous
AME had never had them do that!
Dr. McFarland regularly received
calls from leading medical specialists
asking when or if it was safe for their
patients to fly to or f rom Boston
before and after treatment for a great
variety of diseases.
We took a field trip to the Pan Am
medical facility in New York City
and to the Armed Forces Institute of
Pathology in Washington to further
broaden our experience.
By age 28, I believe some airline
pilots needed more thorough physi-
cal exams; more airlines should have
medical departments; all pilots and
physicians should know more about
altitude physiology; there should be
research to provide expert opinions
and better guidance for screening
passengers with medical problems for
flight; there should be a system for
transporting seriously ill or injured
patients by air with medical care
or supervision; pathologists should
be involved in aircraf t accident
investigations; and more attention
should be given to hundreds of
studies already performed in altitude
physiology.
When Dr. James L. Goddard, the
first Civil Air Surgeon under the new
Federal Aviation Agency, presented
a seminar for our class, he offered
me a job, FAA sponsorship in the
USAF residency in. aviation (later
aerospace) medicine, including T-33
pilot training and a position in the
new Civil Aeromedical Research In-
stitute (CARI) in Norman, and later
Oklahoma City, Okla. I jumped at
this opportunity.
Other unpublished stories relate
to smoking in the cockpit, experience
as the "sonic boom doctor" in late
1964, and a dinner speech to CAMA
entitled "A Grim CARI Tale."
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On The Horizon
CAMA Sunday
May 11, 2008
8 a.m. - Noon
Sheraton Hotel
Boston, Massachusetts
The Aerospace Medical Association will hold their
annual scientific meeting in Boston, Mass., May 11-
15, and CAMA will present a very informative session
known as "CAMA Sunday" on May 11. The program
will be called "Hot Topics in Aviation Medicine"
We will have significant international representation
of important topics, and the meeting is open to anyone
who wishes to attend.
HOT TOPICS IN AVIATION MEDICINE
SSRIs
• Canada Marvin Lange, M.D.
« Australia Ian Hosegood, M.D.
• U.S.A. Mike Berry, M.D.
EEG as Part of the Screening Exam for
Pilots—Medical Evidence?
• U.S.A. Jack Hastings, M.D.
• JAA Sally Evans, M.D.
• FAA John Clark, M.D.
Medical, and Commercial Aspects of Commercial
Space Flight
• FAA Melchor Antunano, M.D.
Periodicity Proposed Changes/Expanded Authorization
for AMEs
• FAA Warren Silberman, D.O.
• JAA Sally Evans, M.D.
• New Zealand Dougal Watson, M.D.
Evidence-Based Medicine
U.S.A. Dougal Watson, M.D.
FAA Aviation Examiner
Seminar Schedule
May 12- 15
June 2 — 6
August 1 — 3
August 21 -24
2008
Boston, Mass.
Av Physiol/HumFactors (AsMA)
Oklahoma City, Okla.
Basic
Washington, D.C.
Cardiology
Weisbaden, Germany
Scheduled by the German Society
of Aviation and Travel Medicine;
sanctioned by the FAA and fulfills
the FAA recertification training
requirement.
Oklahoma City, Okla.
Annual Scientific Meeting
Sponsored by CAMA and ap-
proved by the FAA for AME
periodic training. Register through
the CAMA Web site,'
www.civilavmed.com or call
(405) 840-0199
Oklahoma City, Okla.
Basic
Reno, Nev.
Neu ro-Psycol/ Psych
For information, call your Regional Flight Surgeon. To
sign up for a seminar, call the FAA Civil Aerospace Medi-
cal Institute's AME Programs Office: (405) 954-4830
October 7-11
November 3-7
November 1 4 — 1 6
Aerospace Medical Association
Annual Meeting Schedule
May 11-15, 2008 Boston, Massachusetts
Civil Aviation Medical Association
Annual Meeting Schedule
October 7-11,2008
October 14-17, 2009
Oklahoma City, Oklahoma
Crowne Plaza Hotel
2947 N.W. Expressway
Rochester, Minnesota
Mayo Clinic
